CASE I (FIGS. 1, 2, 3, 4.) M. S., aged 3 weeks, female. The seventh child of healthy parents, the other children are normal. No miscarriages or still-births. There is no history *of congenital deformities in any of the members of the paternal or maternal families for the past three generations. There is no history of syphilis or alcoholism in either parent. Born at full term; labour was easy and rapid. The mother had been in good health during pregnancy. The foetal movements had been quite normal. The deformities were obvious at birth, but the child was virile, took the breast readily and cried lustily. The nasopharyngeal obstruction has given rise to difficulty in feeding but she has maintained her birth weight. Physical Examination. A small child, weight 5 lb. 10 oz., length 181 in.
She is active and cries loudly. The head is typically oxycephalic in shape (figs. 1 and 2). With marked prominence and bulging in the temporal areas it is roughly pyriform in shape, and mounts up to reach its gieatest height near the anterior fontanelle. The forehead is rounded and globular. There with hyperplasia of the soft tissues. In the upper jaw both first molar teeth have erupted. They were present at birth, and judged by their size must have appeared in the seventh or eighth month of fcetal life. There are deformities of the arms, hands, and feet. These are: Limitation of movement at the elbow-joints; malformed thumbs, which are flail-like, as mere appendages to the outer edges of the hands: little fingers which are small and curved as in some mongolian idiots; a malformation of the great toes which are short and in a position of hallux varus; disproportion in the size of the four outer toes, all being of equal length and size. These deformities are all exactly symmetrical. There is no congenital heart disease, transposition of the viscera or deformities other than those already described. X-ray Examnlation (figs. 3 and 4).-Skull: The abnormal conditions of the fontanelles and sutures is confirmed. There is no evidence of digital impressions indicating convolutional atrophy of the skull bones as has been ,described in some cases of this condition. Arms: In both forearms there is synostosis of the radius and ulna in their upper thirds ( fig. 3 ). In the hands the abnormal condition underlying the deformity of the thumbs is revealed; the terminal phalanges are larger than the proximal phalanges, and are so placed as to suggest absence of proper joint structures between them. An exactly similar condition is present in the great toes. The metacarpal bones in both hands are irregular in size, but the form and arrangement is again remarkably symmetrical ( fig. 4 ).
CASE II (FIGS. 5, 6, 7, 8).
S. M., aged 51 years, male. The first child of healthy parents; the father -is aged 31 years, the mother 37 years. The blood Wassermann reactions of both parents are negative. There is one other child, a healthy normal infant 12 months old. No miscarriages nor stillbirths. A history of congenital deformities in the child of a paternal uncle was elicited; this child had " claw fingers" and resembled this patient, S. M., in appearance. It died in infancy. Born at full term, S. M. weighed 12 lb. at birth. Labour was prolonged and difficult, forceps were used; there was no undue birth injury. Immediately after birth the deformities of the fingers and, a few days later, the corneal opacities were. noticed by the mother. They have remained unaltered since. He has had no illnesses and has thrived well. He did not walk until the age of 2 years. He was backward in talking. He could not speak until the age ,of 3 years; before then he was able to express himself by grunts and gestures. He cannot read or write. His intelligence is limited, but he is by no means an idiot. He has been clean in W,is habits since his second year. Physical Examinationz.-The boy is of normal height and weight, 411 in. and 41 lb. He presents a curious appearance: the face is broad, fat, and " fullmoon" in shape. There is depression of the bridge of the nose and prominence of the eyeballs. The head is high, short and broad. The face and posterior surface of the skull are in almost parallel plane. The increased height of the head is due to an abnormal extension upwards of the cranial vault. There is no actual oxycephalic deformity as in Case I; the increase in height being uniform and not culminating in a tower-shaped or pointed eminence. The condition is rather one of brachycephaly and acrocephaly. Other abnormalities are present in the eyes, forearms and fingers. In the corneae there are uniform faint opacities. No disease of the fundi nor alteration in the fields of vision were detected. There is limitation of movement at both elbow-joints, full extension and supination are impossible. In both hands there exists a condition of " claw fingers." All the digits are affected. The terminal phalanges are flexed, and the fingers cannot be straightened. These X-ray Examination (figs. 7 and 8).-Skull: There is no evidence of areas of "digital impression " indicating convolutional atrophy of the vault of the skull. The coronal suture is not quite closed; the other sutures are closed. The pituitary fossa is altered in shape. It is twice its normal length, and the anterior clinoid process lies horizontally backwards. There is no erosion nor absorption of surrounding bone such as is seen in pituitary tumours. The change in shape of the pituitary fossa is probably the result of the general bony deformities affecting the base of the skull . Hands (fig. 7) : The metacarpal and phalangeal bones are irregular in shape. These changes are exactly symmetrical, and are best seen in the fifth metacarpal bones. In both hands these bones, though differing essentially in size and shape from normal standards and from the other metacarpal bones, are yet exactly similar in size and shape. The proximal phalanges tend to be cone-shaped. The terminal phalanges are smaller than normal. X-ray examination of the other parts oflthe skeleton failed to reveal further abnormalities. 
DISCUSSION.
Dr. MORLEY FLETCHER thought the second case presented some points in common with oxycephaly, as the head was pointed, though it did not show the other characteristic malformation-i.e., protrusion of the eyes. Oxycephaly was one of the few well-marked deformities of the skull which was rarely associated with mental defect. The fact that this boy was backward would make one suspicious about its being a typical case of oxycephaly. Another important point was, that the skiagram of this skull showed a fairly uniform thickness of bone. In every case of oxycephaly he had seen there was an irregularity in the texture of the bone, causing a curious dimpling and thinning, called "digital " marking. That was absent in this skull. He did not know what the digital 'marking meant, as it was not merely an effect of pressure; it was not seen in hydrocephalic skulls. The first case was a well-marked instance of oxycephaly in an infant. He would like to know whether this patient showed changes in the optic fundus, because the importance of oxycephaly, clinically, was that in older children it was so frequently associated with the development of optic atrophy, sometimes with blindness, due either to the intracranial pressure or to kinking of the optic nerve. In such a case, if there were papillcedema, craniotomy would be indicated; it had been several times performed in such cases with beneficial results. This child should be watched, and if signs developed, the operation should be done.
Dr. H. C. CAMERON said hie had lately seen two severe cases of orocephaly in infanits: both died. This first case didc not seem likely to survive. Those which did survive were relatively less severelv affected than this. Both of his cases had similar deform-lities, symmnletrically disposedi. in the great toes and in the thumibs. In both there was polysyndactylisin, and this feature had been described as coninion. Double thuim-bs an-d double great toes were fused inito one. Did the meirlbers of the Section present think the degree of the conidition in the first child seemii comipatible with its continuing to live ? One knew 1ow easily these cases witlh polydactylisin an-d gross deformiiities of the fiingers slipped ouit of life. Dr. JEWESBURY (in.reply) said lie lhad not slhownthe second case as a true type of oxycephaly, only in certain respects did it appear to resemble that condition. Might it not be some other condition, possibly due to somrle derangement of internal secretion ?
The bony changes of the skull referred to by Dr. Morley Fletcher were not revealed by the skiagramii of this case. In the first case there had not been time properly to exalmine this infant, as it had only been seen for the first time that milornilng. He thought everyone would agree it was a typical case of oxycephaly. In most such cases there was optic atrophy, and he would report, later, whether it was present in this patient. In the American paper to which he referred in his notes, there were all kinds of syndactylism, fusion of bones of the feet, and other bony deformities present at the same time as the deformity of the skull. He could not miiake any suggestion as to the origin of the condition; it seemed to be an abnormal congenital condition, primarily of the bones. There appeared to be an irregular synostosis of the bones of the skull, and those at the base united too early. In this case certain sutures were united, others not. The metopic suture was open and the coronal and sagittal closed. In that way an irregular synostosis had occurred. Lesion of the Crus Cerebri in a Girl, aged 7 Years. By REGINALD C. JEWESBURY, M.D. IN July, 1920 , her memory appeared to be affected. One month later the left pupil became dilated, followed a little later by ptosis of the left eyelid. In September, 1920, a right-sided hemiplegia gradually appeared. The condition has been gradually progressive. She now shows a complete third nerve paralysis on the left side with a hemiplegia on the right.
